Requests by patients or theirfamilies for treatment which the patient's physician considers to be "inappropriate" are becoming more frequent than refusals of treatment which the physician considers appropriate. Such requests are often based on the patient's religious beliefs about the attributes of God (sovereignty, omnipotence), the attributes ofpersons (sanctity of life), or the individual's personal relationship with God (communication, commands, etc).
Introduction
Conflicts about treatment decisions usually result from differing perceptions of facts (for example dealing with uncertainty), differing emotions (for example time to adjust to impending death), or differing cultural or religious values. Such conflicts can most often be resolved at the bedside using shared decision-making, perhaps with the assistance of an ethics consultant or committee; however, occasionally they must be resolved in court. Most refusal of treatment cases (often incorrectly called "right to
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die" cases) have been settled by acknowledging the patient's right to decline treatment when the perceived burdens outweigh the benefits. Recently the converse situation has become more prominent, where the patient or family requests or demands a treatment which the physician feels is "inappropriate". In our experience, such patient demands are now more common than patient refusals. ' Physicians occasionally challenge such demands based on medical futility,2 medical standards,3 patient suffering,4 lack of net benefit to the patient, 5 6or cost7
Only a few of the treatment refusal cases have involved religious reasons. A majority of health care professionals have gradually come to agree that treatment refusals based on religious beliefs are rational because the choices are based on valued tenets shared with a faith community, and the individuals making these choices are being consistent in trying to reach their goals. Other authors are unwilling to call religious reasons for treatment refusal "rational", but concede that they are different from wrongheaded "irrational" decisions and call them "non-rational" to give them some credence.8 The paradigmatic religiously based treatment refusal is the Jehovah's Witness patient who refuses a potentially life-saving blood transfusion, based on an interpretation of scripture made by his/her faith community. His choice to risk a shortened life in order to follow his understanding of a command from Jehovah is consistent with his eternal goals. Wreen Our observation is that, in contrast to the "right to refuse treatment" cases where religion is infrequently an issue, very often a request for "inappropriate" treatment is based on religious beliefs. Some of these requests are based on beliefs about the attributes of God (sovereignty, omnipotence), some on a belief about the attributes of persons (sanctity of life), and others on the individual's personal relationship with God (communication, commands, etc) .
In this paper we will present four cases to illustrate demands for "inappropriate" treatment based on the patient's or surrogate's religious beliefs. We will discuss the validity and persuasiveness of these claims; we will support and expand Wreen's contention that religious beliefs are "special" in relation to resolution of differences between patients and physicians; and we will offer an approach to respectful resolution of these dilemmas.
We recognise that the physician's assessment that an intervention is "inappropriate" is both a clinical judgment and a value judgment. For the purposes of this paper we will use the term "inappropriate" treatment to include both a quantitative assessment by the physician, ie the proposed intervention will have no positive impact on outcome, or has a minute likelihood of success with significant burdens, and a qualitative assessment, ie it is outside the bounds of accepted medical practice. The latter may have legal as well as clinical significance. Our focus will be whether a professional judgment of "inappropriateness" should always trump the patient's judgment of what is appropriate based on his or her religious tradition.
For the purpose of this discussion, we accept at face value that these requests are based on religious beliefs. We recognise that some religious motives are deeply and sincerely matters of belief; some individuals, however, use trite religious ideas consciously or unconsciously to cover other motives.
We will limit our discussion to the religious beliefs of the three Abrahamic Many faith traditions which subscribe to a belief in the sanctity of life also believe in continuity of existence of the individual after biological death. Such life after death is usually felt to be of greater value than the human condition, and is often believed to be a reward for belief or behaviour during human existence. Many who maintain a strong belief in the sanctity of human life would therefore conclude that the vitalistic pursuit of continued human life may at times be inappropriate, having become an idolatrous worship of human life. Others who hold a vitalist stance do not believe in life after death, but rather believe that one of the reasons that life is so precious is its very finiteness.
Another response to the vitalist position is that most faith traditions also believe that God has commanded stewardship, expecting humans to use their bodies and resources wisely. This would imply some expectation of human discernment, decisionmaking and accountability.
CASE 2: "WE ARE WAITING FOR GOD TO PERFORM A MIRACLE"
A 19-year-old Hispanic male from a devout Roman Catholic family was found to have a posterior fossa medulloblastoma (brain tumour) seven months before his final admission to a tertiary care hospital. It was treated with non-curative debulking surgery, radiation and chemotherapy. In spite of this aggressive treatment, he had progressive deterioration, and he had been unresponsive for three weeks before an ethics consultation was requested. At the time of the request, he was in status epilepticus, he required a ventilator because of lack of respiratory drive, and he was being treated with antibiotics, antihypertensives, and artificially administered fluids and nutrition. He did not meet the neurological criteria for death. His parents were insisting that full treatment continue because they were waiting for God to perform a miracle.
Miracles
Many requests for "inappropriate" treatment are based on a belief in miracles which is itself based on two attributes of God, sovereignty and omnipotence. People from many faith traditions believe God is omnipotent, having established the laws of nature and being able miraculously to override those laws. In the holy scriptures of all three Abrahamic faiths, it is recorded that God has intervened supernaturally in the lives of individuals and communities.
Some believe that God used miraculous signs in earlier times, but does not do so now that faith is established. Others believe in continued frequent miraculous events, especially in relation to healing. Some hold so strongly to a belief in supernatural healing that they eschew traditional medical practices entirely, fearing that their use of medicine would indicate a distrust of God's love and power. Most adherents to these three faiths accept traditional medicine as one of God's gifts which enables us to continue to serve our deity.
Belief in God's ability to perform a miracle does not, however, imply that God will perform a miracle in a particular case. Experience tells us that miracles are rare occurrences. God's sovereignty and omnipotence are universal, but their application is particular. Thus it does not follow from a belief in God's miraculous power that we must continue treatment which human reason concludes will not work. If God is sovereign and omnipotent, human choice or action is not needed to achieve God's goals. Exploring the patient/surrogate understanding of the attributes of God will sometimes help him relinquish requests for "inappropriate" treatments based on hope for a miracle. CASE 3: "GOD TOLD ME HE WILL SURVIVE"
Before this four-month-old boy was born with Down's syndrome and complex anomalies of his heart, his devout Pentecostal parents named him after an Old Testament patriarch. He had had four surgical interventions in an effort to prolong his life, but he was now in multi-organ failure with no reasonable likelihood of survival. For the preceding two weeks, his bedside nurses had urged his physicians to persuade his parents to withdraw life support so that his suffering might cease. When the surgeon approached the family with this strong recommendation, they refused to consider withdrawal of lifesupport. They said that God had spoken to his mother through scripture references which contained the patient's first name, and in this manner had promised her that he would get better as a testimony to the hospital staff and the community of God's power.
Prophetic messages from God
Some individuals request "inappropriate" treatment because they believe they have received a direct message from God. Belief in the ability to receive such prophetic messages from God has been present in many faith traditions in the past, but is most common in North America today among Pentecostal Christians. Such communication is believed to be one of the supernatural "gifts of the Spirit". Both the ability to exercise this gift, and the carrying out of the content of the message is felt by some to be contingent upon unwavering faith. Most who maintain a belief in prophetic messages from God, retain as part of that belief that the exercise of this gift and the interpretations of such messages is subject to communal discernment. Thus the religious community of the patient should be involved in these discussions. However, the patient belongs to more than one community, for instance family, social community and medical professional community. Perhaps others, therefore, should also have a voice.
CASE 4: "SHE'S NOT READY TO DIE"
A 69-year-old non-religious woman was admitted to the hospital two weeks earlier with a dissecting aneurysm of her thoracic aorta which had extended both distally causing renal failure and proximally causing cerebrovascular insufficiency. Although the lesion was too extensive to allow surgical repair, her family requested dialysis and other technological support to extend her life. She was then physiologically stable, but had had only partial neurological recovery, and her physicians were certain the aneurysm would rupture fatally at any moment. She was able to communicate, but was not able to make medical decisions. A decision had to be made about either stopping dialysis or surgically inserting a permanent access site for long-term dialysis and seeking placement in an extended care facility. Based on previous statements she had made, her daughter and son were convinced she would choose to stop dialysis. However, her Southern Baptist sister had been "witnessing to her about faith in Jesus" for the two preceding weeks and she believed the patient was nearly ready and was able to make a decision for salvation. She therefore insisted that life-support be continued because "she's not ready to die".
Waiting for salvation
Some individuals demand "inappropriate" treatment because they are waiting for the patient to make a spiritual decision or perform a ritual which has eternal consequences. Many Christians believe that Jesus left a "Great Commission" commanding them to tell others that salvation and eternal life with God are available only to those who believe in Jesus' sacrificial death and who go on to make a personal decision to repent and accept this gift from God. Failure to make such a decision results in eternal suffering, eternal separation from God, or extinction, according to various interpretations of scripture. Some feel responsible for the eternal damnation of others' souls if they are unable to convince them to make a decision, while others believe they are to offer the information and the responsibility for the decision is between the individual and God. Other faith traditions expect an individual to make some other step of faith, to pray a specific prayer, or to partake in a particular ritual in order to be assured of eternal reward.
Discussion
On the surface, requests for "inappropriate" treatment seem to resurrect the age-old discussion in medicine of "medical judgment" v "patient autonomy". Is medical judgment simply a scientific conclusion where biological survival is the assumed end? Does the patient's right to accept or decline a specific treatment The issues on which this paper has focused have all dealt with end of life questions. Certainly religious beliefs can be at the centre of other differences of opinion between patient/family and physician, but this area has been the most frequent in our experience. The question of religiously based demands for "inappropriate" treatment will clearly impinge upon the euthanasia debate. If lethal prescription or injection becomes accepted as "treatment", the religious/philosophical beliefs of the patient/family may well be at odds with the beliefs of individual physicians or with what we have called "the bounds of accepted medical practice". Thus resolution of such value differences may have even greater significance in the future.
The three monotheistic faith traditions are quite different from each other and each has many different theologies within its broad definition. They do, however, share the belief that human individuals are in relationship to God. Theology is reflection on that faith in God. In discussing the task of theology in relation to bioethics, McCormick rejects two extreme positions, first that faith gives concrete answers, and second that faith has no influence."I He goes on to say that "Reason informed by faith is neither reason replaced by faith, nor reason without faith. It is reason shaped by faith".
We do not mean to suggest by using these cases that they are necessarily representative of the beliefs which might be encountered with others from these same faith traditions. There is not a univocal position on such issues from any of the major religious traditions.
Management recommendations
How should the clinician respond when a patient or family requests "inappropriate" treatment based on religious beliefs? As in all situations where there is disagreement about treatment options, good communication is the most important step towards resolution. The patient or family must clearly understand the medical situation. This may require repeated discussion, conversations with consultants, viewing of x-rays or other clinical data, or other efforts familiar to most clinicians. A management conference, which includes the patient/family, primary physician, consultants, bedside nurses and others from the care-team, is often the best way to ensure that such communication happens. While most clinicians recognise the importance of communicating the medical facts clearly to patients and families, and some are becoming more sensitive to cultural differences,'2 many are less convinced of the importance of learning about and considering the religious beliefs of the patient, dismissing such beliefs as mystical and unscientific and therefore of no clinical importance. Contemporary medicine has unfortunately adopted from the surrounding Western culture a post-modern attitude which leads to the presumption that scientific discourse is "public" and theological discourse is "private". We believe that bringing these discussions into a more open forum may begin to help in their resolution.
In those situations where no one on the team belongs to the same or similar faith community, it may be helpful to involve a "religious interpreter" much as one would use a "cultural interpreter". ' We do not intend to imply that patients or families have the right to receive any "inappropriate" treatment as long as the demand is religiously based. In most situations, physician refusal to provide "medically inappropriate" treatment is professionally sound. Some treatments are "inappropriate" regardless of the reason for the request. Rather we are suggesting that treatment which the physician considers "inappropriate" for some individuals when based group.bmj.com on April 12, 2017 -Published by http://jme.bmj.com/ Downloaded from purely on personal preference may, in fact, be "appropriate" when based on a patient's religious belief.
If medicine is to avoid violating the integrity of patients, it must surely avoid violating their religious integrity. We must recognise that religion and medicine are intricately woven together, in that they deal with life and death and the ultimate meaning of life and death. Both disciplines profess to want to make individuals whole. When health care professionals are aware of their own religious beliefs and biases, they are better able to approach patients and their surrogates with sensitivity and understanding. Although their values may differ, they share the goal of providing whatever is best for the patient, and what is best for the patient includes his or her beliefs about the meaning of life and death.
